THROUGH the kindness of my colleagues and friends at Queen Charlotte's Hospital and Middlesex Hospital, and with the energetic assistance of my Registrar, Mr. Leonard Easton, I have been able to collect some 245 cases in which pregnancy was complicated by fibromyomata uteri and 63 in which it was complicated by ovarian tumours.
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President-FREDERICK W. RoQUES, M.D., M.Chir., F.R.C.S.Eng., F.R.C.O.G. [October 22, 1954] Pregnancy Complicated by Tumours Hospital, and with the energetic assistance of my Registrar, Mr. Leonard Easton, I have been able to collect some 245 cases in which pregnancy was complicated by fibromyomata uteri and 63 in which it was complicated by ovarian tumours.
PART I PREGNANCY COMPLICATED BY FIBROMYOMATA
Of the 245 cases I found that there were 56 of no clinical significance. These comprised small symptomless tumours accidentally discovered during routine pre-natal or post-natal examination, which would not be expected to cause difficulties either during pregnancy or in labour. I think, therefore, it is not only justifiable but proper to subtract them, leaving 189 cases of pregnancy complicated by clinically important fibromyomata which were treated in the wards of Queen Charlotte's Hospital or the Middlesex Hospital, between January 1930 and July 1954.
THE RELATIONS OF FIBROMYOMATA WITH STERILITY
(1) It is, I think, generally agreed that fibroids are very much more common in women who are sterile. Whereas the general sterility rate is about 10%, the sterility rate in women with fibroids is about 30%.
Moreover, those sufferers from fibroids who are not sterile are very frequently infertile; the history in such cases is often one of an interval of five to twenty years since the last, and often the only, pregnancy.
Thus the tendency to produce fibroids is greater in the uterus which has not been allowed to fulfil its normal function; instead the abnormal results-a kind of perverted function.
It has been recognized for many years that the growth of fibroids is dependent upon ovarian activity; fibroids undergoing a diminution in size after the menopause, whether natural or radiologically induced, and after the operation of bilateral oophorectomy. The last fact has, of course, been known since the time when fibroids used to be treated by bilateral oophorectomy, before hysterectomy was made a safe operation by Sir John Bland-Sutton in the early part of the present century. No doubt the growth of the tumours is dependent upon one of the ovarian hormones, acting under the influence of the anterior lobe of the pituitary gland. Recent experimental work suggests that an excessive secretion of cestrogen can produce fibromata, and, in one instance, fibromyomata, in laboratory animals. Further, this experimental production of tumours can be inhibited by the simultaneous administration of progesterone. Hadfield (1954) has shown in his work on the hormone-dependence of tumours that a cycle exists; the chain of events being the secretion of gonadotrophin from the anterior lobe of pituitary which evokes the secretion of oestrogen from the ovary-the target organ, as it is called; it is suggested that this cestrogen is utilized by the responsive organ, in this case the uterus, and the extent to which it is utilized determines the resulting blood-level of cestrogen. If the utilization by the responsive organ is high the resulting blood-level will be low; this results in further stimulation of the anterior pituitary to produce more gonadotrophin.
Since cestrogen appears to produce tumours in experimental animals it may be responsible for the development and growth of fibroids in the human female. Way (1954) states that fibroids are found in some 45 % of feminizing ovarian tumours and co-exist with carcinoma corporis uteri in about 30 % of cases. I believe the pharmacology of cestrogens also lends some support to this theory.
It may be that fibroids are common in sterile women because of continuous cestrogen stimulation unchecked and unopposed by the increased secretion of progesterone which occurs during pregnancy. But if this were so, then evidence of such continuous cestrogen stimulation would be present in all cases of fibroids. So far as I am aware such evidence is wanting.
Proceedings of tle Ro yal Society qf Medicine 2 (2) Whether the presence of fibroids prevents or hinders conception is another and, therapeutically, more important question, upon which gynecological opinion is divided, except in circumstances in which the tumours make conception impossible, namely (a) the fibroid polypus; (b) when the tumour or tumours make coitus difficult or impossible owing to situation and size; and -(c) when salpingitis co-exists, as it does in some 10 to 12% of all cases of fibroids. In the presence of the last-mentioned complication the pathology may well be salpingitis, sterility, fibroids, in that order. Giles (1919) denied that the presence of a fibroid could prevent conception, except in those three circumstances. Beckwith Whitehouse held a similar view. On the other hand Bonney's opinion (1935) was diametrically opposite.
To solve the problem statistically it would be necessary to know the general incidence of fibroids among women, the incidence of pregnancy in those who were known to have fibroids before marriage .and the incidence of pregnancy in those who were known not to have had them before marriage. In these days when women frequently marry in the late thirties or early forties what answer are we to give to a patient aged 40, married for two years, coming to us with a fibroid as large as a hen's egg and wanting a family? My answer would be to remove the fibroid. Conception usually follows within the year. Regrettably this is an opinion which is not founded on statistical evidence: the number of cases I have collected is so small that I do not venture to quote them.
THE EFFmCrS OF PREGNANCY ON FIBROMYOMATA
Certain changes commonly occur to fibroids during pregnancy. First, a change in position and, secondly, pathological changes.
(1) A change in position.-Fibroids accompany the uterus in its upward growth throughout pregnancy. That is axiomatic. The clinical importance is that fibroids situated in the lower uterine segment before conception almost always ascend into the abdomen afterwards. They rarely remain in the pelvis. It might reasonably be thought that cervical fibroids cannot make the ascent; but among the 189 cases there are 6 in which a single fibroid was situated in the cervix. In 2 of these delivery was normal. So it would appear that cervical fibroids can rise up and leave the pelvis free from obstruction. Mayhap, the fibroids were not truly cervical in these 2 cases.
(2) Pathological changes.-Pregnancy causes several pathological changes in fibroids, the two commonest being cedema and necrobiosis.
A. Edema.-(Edema, due to increased vascularity, leads to a slight increase in size which is probably augmented by slight hypertrophy; it also causes the tumours to become softer and, often, flatter. The two last-named changes may make them more difficult to feel.
B. Necrobiosis.-Red degeneration is now generally believed to be due to hyaline degeneration in the walls of the blood vessels supplying the tumour; the weakened walls rupture with a resulting extravasation of blood. The sequential himolysis gives the tumour its characteristic red appearance. It is possible to see the red blood corpuscles under the microscope in necrobiosis, provided the sections are cut soon enough after the occurrence of the degenerative change and before their himolysis is complete. Necrobiosis is particularly liable to occur during pregnancy. Prof. F. J. Browne had an incidence of 17 3 Y in a series of 121 cases. In the present series of 189 cases necrobiosis occurred in 30,'or 15 8%. The fibromyomata were intramural in 22 of the 30 cases and of the pedunculated subserous type in 8. Among the total of 189 cases the fibroids were intramural in 160 and pedunculated subserous in 29. Thoug the figures are too small to be conclusive, these findings are unexpected and unusual, as red degeneration is said to be more common in intramural fibromyomata than in the other varieties, and that is certainly my own experience.
THE EMCTS OF FIBROMYOMATA ON PREGNANCY, LABOUR AND THE PUERPERIUM
(1) Pregnancy.-As is well known the incidence of pregnancy in association with fibromyomata is small; according to Spencer (1920) pregnancy is complicated by fibromyomata in 0 6% of cases: Monro Kerr and Chassar Moir found the incidence to be 0 i8 %. In the present series from 1930 to 1954, out of a total of 69,656 deliveries there were 245 fibromyomata, or approximately 0-35 %.
In this connexion I think it is justifiable to include the 56 cases with clinically insignificant tumours. The incidence appears to be lower than the average; but if the cases reported before 1946 are excluded-when case records were not so well tabulated as they are today-then a figure more approaching that of Spencer's is obtained. Whichever figures are accepted the incidence is admittedly low; but although low, it is sufficiently high for an appreciable number of cases to be seen in a busy maternity department during the course of a year and it behoves us briefly to review the possible complications in pregnancy and the difficulties during labour caused by the concomitant presence of fibroids in the uterus.
Miscarriage may be caused; it is, of course, most likely to occur when the situation of the tumour is submucous, least likely when the only fibroid present is subserous and pedunculated. In the present series of cases miscarriage occurred in 9 out of 189, an incidence of 4-8 %.
In one of these cases miscarriage followed myomectomy before viability; the other 8 occurred in the absence of any operative interference. This is a very low figure when compared with that of some other authors. Browne, for instance, had 29 cases of miscarriage in his series of 121, or 23 97%; and Gemmell (1936) 13.6% in 475 cases. I am at a loss to explain the discrepancy, although it must not be forgotten that many of-the cases come from Queen Charlotte's Hospital,'where miscarriage is not treated. I shall later have occasion again to refer to these figures. The duration of the pregnancy at the time of miscarriage and the situation of the fibromyomata are shown in Table III. -.--. Fibroids, by interfering with the engagement of the head in the pelvis, may produce malpresentations.
(2) Labour.-(i) Premature labour (Table IV) : General forceps rate at the two hospitals .1.13-5%
The child delivered at the 27th week died shortly after spontaneous delivery. One of the children delivered at the 32nd week died in utero before delivery, death being due to chorionitis. The other delivered at the 32nd week died shortly after delivery. The last case was further complicated by post-partum hbmorrhage and manual removal of the placenta.
(ii) Labour at term: Out of the 189 cases, then, miscarriage occurred in 9, leaving 180 cases. Of these 180 cases delivery per vias naturales occurred in 36.
These figures in Table V , although small, indicate that the presence of fibromyomata considerably increases the necessity for forceps delivery. This is to be expected because of interference with the uterine contractions. The indications for the use of the forceps are shown in Table V. (iii) Obstructed delivery: The second stage of labour can be complicated by a tumour lying in the pelvis and causing obstruction to natural delivery. This is usually diagnosed before labour and treated by Cesarean section. In this series CQsarean section was undertaken for obstruction during labour in only 4 cases.
(iv) Post-partum hemorrhage: The third stage may be complicated by post-partum himorrhage, especially with submucous tumours; and particularly if the placental site covers the surface of a submucous tumour. In the present series of 36 cases, in which delivery was per vias naturales, postpartum hemorrhage occurred in 16 or 44*4%. This is a very high figure when compared with the average incidence of post-partum hemorrhage, about 10%.
Moreover manual removal of the placenta was necessitated in 11 cases, or 30-5 %. In 3 of these it is recorded in the case-notes that the placenta was adherent to the surface of a submucous tumour.
(3) The puerperium.-The chief puerperal complication is, I suppose, infection of a submucous tumour or polypus; torsion of the pedicle may occur with pedunculated subserous growths and the extrusion of a polypoidal submucous fibroid has been recorded. Lockyer recorded a case in which a fibroid polypus was extruded between the delivery of the child and that of the placenta. None of these complications occurred among the cases here reported.
Diagnosis.-It is not usually difficult to diagnose fibroids early in pregnancy; the earlier the easier; the later, the more difficult the diagnosis becomes. This applies especially to a tumour in the posterior uterine wall which cannot possibly be felt during the later months of gestation. A fibroid in the lower uterine segment has been mistaken for placenta prnvia on radiological examination. TREATMENT When fibromyomata are diagnosed in the early months of pregnancy two alternative methods of treatment are available:
Operative treatment, in this connexion, implies the removal of the fibroids by myomectomy before the child is viable.
Conservative treatment implies surgical inactivity until shortly before term when delivery may either be per vias naturales, or by Cxsarean section. If this operation is performed the fibroids may be left in situ, or they may be removed by myomectomy, or treated by hysterectomy.
Among gynecologists I have no doubt that the almost universal attitude upon this question is one of conservatism. The arguments in its favour are, briefly, five: First, many women with fibromyomata pass through pregnancy without diffifculty. It is true that necrobiosis occurs in an appreciable number of cases; in nearly 16% of the present series. But necrobiosis, although painful, is not a dangerous condition; it almost always responds to the conservative measures of rest in bed and the exhibition of sedative and analgesic drugs, particularly morphia, within seven to fourteen days.
Secondly, patients with fibroids are relatively infertile and operation frequently involves risking the patient's only opportunity of motherhood.
In this series out of 189 cases, 155 patients, or 82%, were pregnant for the first time.
Thirdly, operative interference may be followed by abortion; as it was in 1 out of the 13 cases treated by myomectomy before viability.
Fourthly, although the abdomen may be opened with the intention of performing myomectomy the local conditions may be such as to demand hysterectomy; or myomectomy may be possible only after removal of the products of conception.
Fifthly, the morbidity and mortality risks of myomectomy are undoubtedly increased by the coexistence of pregnancy. The fibroids are less easily removed because the plane of cleavage between the tumours and their capsules is less well defined; himorrhage is more profuse and more difficult to control.
Evidently those responsible for the treatment of the 189 cases reported here favour conservative treatment during pregnancy, as shown in Table VI . These are telling figures, showing the loss of close upon half the children. They lend strong support to my fourth reason for animadverting upon operative treatment early in pregnancy, namely, although the abdomen may be opened with the good intention of performing myomectomy the local conditions may necessitate either hysterectomy or myomectomy only after the removal of the products of conception. Attempted myomectomy during pregnancy may lead to having to sacrifice the child. Add to that the fact that more than 80 % of the mothers were pregnant for the first time. If we accept these figures, we have ample reason for folding our surgical hands until term approaches. Here is a time for masterly inactivity, coupled, as always, with watchful expectancy.
Vaginal delivery following myomectomy.-Natural delivery at term followed myomectomy, performed during the earlier weeks of pregnancy, in 11 cases. This is interesting because the fear of rupture of a scar in the uterus sometimes prompts the surgeon to advise Casarean section in cases in which myomectomy has been undertaken during pregnancy.
Fatal mortality.-Myomectomy has been advocated during pregnancy because of the feetal mortality if the fibroids are left in situ; Pierson (1927) , in analysing 250 cases of fibroids among 30,836 pregnancies, found the foetal mortality from all causes to be 32-1 %, contrasting with a feetal mortality of 6 % in a series of unselected cases. Browne had a stillbirth-rate of 28 8 % in his series of 121 cases, while Gemmell's total foetal loss was 38 7 %. 9 My figures are somewhat lower. The total number of children lost was 23. The causes are shown in Table VII . (1) Those in which operation was peformed before viability.
(2) Those in which no operation was performed.
(3) Those in which operation was performed about term. In the first group there were 8 foetal deaths; 6 in which hysterectomy was undertaken before viability, one in which the uterine contents were evacuated to facilitate myomectomy and one in which miscarriage followed myomectomy. The total number of patients in this group was 19. So that the foetal loss in this group was about 42 %.
In the second group the foetal and neonatal death-rate, including the 8 cases of miscarriage, was 14 out of a total of 45 or about 31 %. In the third group there was one stillbirth out of 125 cases treated by operation about term; a foetal mortality of approximately 0-8 %.
These figures do not lend support to the view that myomectomy during the early months of pregnancy reduces the foetal and infantile loss. Indeed the loss was greatest among the patients treated by operation before viability.
CONSERVATIVE TREATMENT
When the diagnosis is made early an expectant line of treatment is wisest. The pregnancy should be carefully supervised and a watch kept for untoward symptoms. Threatened miscarriage, as evidenced by vaginal bleeding, should be conservatively treated on orthodox lines and necrobiosis should be similarly treated. There are a few very rare complications which must be treated by laparotomy, such as intraperitoneal himorrhage, torsion of the pedicle of a pedunculated fibroid, torsion of the pregnant uterus and incarceration of a retroverted pregnant uterus containing a fibroid which cannot be replaced under anesthesia after catheterization of the bladder. But these are all rarities.
Sooner or later, preferably sooner, before term the important decision as to the method of delivery will have to be made. First, whether it is to be vaginal or abdominal; and, secondly, if abdominal whether myomectomy or hysterectomy should be combined with the Caesarean operation.
In cases in which a fibroid is situated in the pelvis and will obstruct delivery CQsarean section is imperative and should be performed shortly before term. This operation was necessitated in 4 of our cases.
In other cases it is difficult to specify which patient should be allowed to deliver herself normally and which should be treated by Cesarean section. Natural delivery would be chosen in the case of a single small fibroid situated in the upper uterine segment; while in the case of fifty tumours Caesarean section with hysterectomy would be the practice of most of us. But the majority of cases lie between these two extremes and each must be judged on its own merits. There are, however, certain considerations which should be borne in mind when making a decision on this important question.
First, while admitting that pregnancy is often uneventful in the presence of fibroids, it must not be forgotten that complications, sometimes serious complications, especially during labour, can and do occur.
Secondly, failure of the head to engage in the pelvis before the onset of labour in a primigravida, or a malpresentation, would weigh the scales in favour of abdominal delivery.
Thirdly, the parity of the patient has an important bearing on the question. Often the pregnancy is the first as it was in 82% of this series; the patient rarely has more than one other child. Here is another factor influencing the decision in the direction of CQsarean section.
Fourthly, the age of the patient must always be taken into account. Nearly always the patients are of an age when the prospects of child-bearing are diminishing in arithmetical progression. Table VIII shows the ages of the patients. Group I comprising the 189 cases in which the fibroids were clinically significant, and Group II in which some of the fibroids were of no clinical significance.
The youngest patient was 19 and the oldest 46 years of age. Fifthly, the duration of married life prior to the onset of the existing pregnancy is a factor which is sometimes neglected. None the less it is important.
Sixthly, the presence of a complicating disease, such as pre-eclampsia; or an obstetric complication, such as placenta previa; or some associated disease, such as cardiac disease, may have to be given consideration.
Seventhly, the size, position and number of tumours present. The greater the number and the larger the size the stronger is the indication for Casarean section with hysterectomy.
These seven points must be considered together. A combination of some two, three or more, forms a valid reason for Caesarean section. We can all recall cases in which age, a long period of sterility following marriage and multiple-fibromyomata have led us to advise Casarean section.
If the decision reached is to deliver the child per abdomen should the fibroids be dealt with at the same operation and if so by myomectomy or by hysterectomy? Cesarean section with myomectomy is a procedure to be avoided as being fraught with very considerable risk owing to the torrential hamorrhage which takes place from the cavities left after the enucleation of the fibromyomata; even after apparently complete closure and obliteration by mattress-sutures hamorrhage often continues from the stitch-holes and suture line. In theory it should be possible to arrest the bleeding; in practice it is frequently impossible.
Myomectomy immediately after CQsarean section is advisable only in the case of a pedunculated tumour, when the fibroids are of insignificant size, or few in number.
CQsarean section with myomectomy was performed in 41 cases of the present series (Table IX) , that is to say in nearly 26 % of the conservatively treated cases. The patients and their infants all survived, and the number of cases requiring transfusion was remarkably small.
These figures, small though they are, do not bear out my pessimistic attitude towards the combined operation of Caesarean section and myomectomy. The cases were, no doubt, carefully selected and they were in good hands. For my own part I shall continue to regard the operation of Qesarean section with myomectomy with awe. In those cases in which operative delivery has been decided upon but which are unsuitable for myomectomy there are only two alternatives: either to deliver the child by Cesarean section, leaving the fibroids to be dealt with later, or to remove the uterus with its tumours. The 'most sensible course is to remove the uterus in those cases in which myomectomy would be impossible at a later date and to conserve it with its fibroids when there is a reasonable expectation of safely performing myomectomy after involution is-complete and after an interval of six months. Certainly it would be ill-advised to attempt it with an interval of less than three months.
I shall now briefly review the treatment followed in my group of 180 cases after deducting the 9 miscamages (Table X) ..
There was one maternal death among the 73 cases of Cesarean section without hysterectomy.
Apparently the patient died of uncontrollable post-partum hemorrhage in spite of several blood transfusions. There was also one factal death, from asphyxia, in these cases.
Cesarean section was undertaken in 73 out of 84 cases without surgical treatment of the fibroids. I am amazed at the large number of cases in which the fibroids were left and at the small number in which hysterectomy was combined with the CQsarean operation.
PART II PREGNANCY COMPLICATED BY OVARIAN TUMOURS Incidence.-Ovarian tumours are uncommon in association with pregnancy, the incidence usually being quoted as 1 in 1,500 cases. The present 63 cases (Table XI) occurred among approximately 70,000 deliveries, an incidence of 0*09 % or somewhat less than 1 in 1,000. Type of tumour.-The commonest ovarian tumours are simple unilocular or multilocular cysts and dermoid cysts. The relative incidence of the former is about 60 to 70 % and of the latter 20 to 25%. The present cases broadly conform to these figures as can be seen in Table XI. THE EFFECTS OF PREGNANCY ON OVARLAN TUMOURS In about 12% of pregnant cases torsion of the pedicle of an ovarian tumour occurs, while the incidence is about 8 % in non-pregnant patients.
Rupture of the cyst, intracystic hemorrhage, infection and necrosis can occur but are not, I think, any commoner among pregnant than among non-pregnant patients. Injury and necrosis may result from pressure on the tumour during labour. During the puerperium the pedicle is liable to become twisted owing to the rapid decrease in the size of the uterus; the laxity of the abdominal walls after delivery may be another factor predisposing to torsion. Infection and suppuration also occasionally occur.
Torsion of the pedicle occurred in 2 of the 63 cases; in one at the fifteenth week of gestation, and in the other seven days after spontaneous delivery at term. Both patients were treated by ovariotomy. The former was subsequently normally delivered at full time.
Rupture of the cyst occurred in 2 cases. In both the rupture was found during a planned laparotomy on the twelfth day of the puerperium; in both cases delivery had been assisted by forceps.
THE EFFECTS OF OVARIAN TUMOURS ON PREGNANCY Usually pregnancy continues undisturbed by an ovarian tumour but miscarriage may be produced by interference with uterine growth.
Labour will be obstructed by a tumour situated in the pelvis: obstruction is relatively more common -than with fibromyomata which nearly always ascend into the abdomen before it begins.
There is no instance of miscarriage in the 14 cases of this series in which operation was not undertaken until after delivery.
In 11 cases the cysts were intrapelvic and offered obstruction to natural delivery; in 6 of these the diagnosis was made during labour.
Diagnosis.-It is easier to diagnose an ovarian tumour early than late in pregnancy. A full bladder has been mistaken for an ovarian cyst! TREATMENT An ovarian tumour should be removed as soon as it is diagnosed whether the patient is pregnant or not. It may be malignant or it may become malignant. Moreover while the tumour remains in the peritoneal cavity it is subject to the risks of torsion of the pedicle, rupture, intracystic himorrhage and other secondary changes.
When pregnancy co-exists an ovarian tumour should always be removed if diagnosed during the first half of gestation; indeed I should advise removal up to the 32nd week, for the reason that the tumour is potentially, if not actually, malignant. When the diagnosis is made in the very early weeks it is preferable to delay operation until after the 14th week because the danger of miscarriage is then less than it is during the first 12 weeks. When the diagnosis is not made until late in the pregnancy, either Casarean section with ovariotomy should be carried out shortly before term; or natural delivery at term and ovariotomy during the puerperium. With an intrapelvic tumour which will obstruct delivery the former method will be selected; in those in which it is not offering obstruction the latter may be the treatment of choice.
The treatment in the 63 cases is shown in Table XII . In 33 of these the ovary was removed with its contained cyst-ovariotomy; in the remaining 30 the cyst was excised from the ovary-the so-called ovarian cystectomy. The ovarian cystectomies were all performed after 1939.
The cyst was removed during pregnancy in 29 cases, in the puerperium in 14, while the combined operation was undertaken in 20 (Table XII) . 29-9 years. Operation was performed before the 20th week in 21 cases and after that date in 8 cases. Miscarriage followed operation in 2 cases, one in each group; the one in the second group of 8 cases, followed the removal of a chocolate cyst at the 26th week.
The neonatal death followed forceps delivery at the 38th week. A large ovarian cyst had been removed through a short abdominal incision after the aspiration of 22 pints of fluid two days previously. This strikes me as a remarkably sensible operation in the case of a very large cyst diagnosed very late in pregnancy; although I think I should prefer to remove the child by Ciesarean section and then remove the cyst, at the same time through a long incision.
Removal of the cyst was combined with Casarean section in 20 cases (Table XH) with survival of all the mothers and infants.
In 11 cases the cyst was situated in the true pelvis; in 6 it actually, and in 5 potentially, offered obstruction to delivery: that is to say that in 6 of the 1 cases the diagnosis was made and operation undertaken during labour.
In these 11 cases, 5 diagnosed late in pregnancy and 6 during labour, there was no alternative to the combined operation; because few of us care for our patients to face labour with a recently healed abdominal wound. Subtracting the 11 cases from the 20 we are left with 9 in which it was evidently thought advisable to deliver the child abdominally, although vaginal delivery would not have been obstructed. The question of the treatment of these cases, diagnosed late in pregnancy, in which obstruction to delivery is not offered, is one in which there is some divergence of opinion. The disadvantage is, of course, that Cisarean section leaves a scar in the uterus which may rupture during a subsequent labour; this disadvantage is accentuated by the fact that the patients are often young women who are likely to bear more children.
The youngest patient was aged 20, the oldest 38 years; the majority being in the twenties. The probability of future pregnancies is enhanced by the additional fact that primiparity seems to be common in these cases, as would be expected in view of the age-incidence. The pregnancy was the first in 58 out of the 63 cases at present under consideration.
If these arguments hold, then the case for vaginal delivery with removal of the ovarian cyst during the puerperium is won. Cysts not so situated as to obstruct delivery per vias naturales, or not of such enormous proportions as to hinder such delivery, should be removed during the puerperium.
However, there is something to be said for the combined operation of Cwsarean section and ovariotomy even in cases in which the cyst will not obstruct vaginal delivery, because labour does not spell the end of our troubles. On the contrary labour may be the cause of rupture; it appears so to have been in 2 of the cases discussed here; while torsion of the pedicle is a well-recognized puerperal complication, as it .was in one of our cases.
When we are called upon to deal with an ovarian cyst, which is not likely to obstruct delivery and diagnosed late in pregnancy, we should deal with both at the same time, thereby avoiding parturitional and post-parturitional complications; above all being merciful to our patient by saving her the agonies of labour so soon to be followed by an abdominal operation. But the answer really depends upon how one regards a scar in the uterus. It is not my intention to enter into either the causes or statistics regarding uterine rupture following Cisarean section; but, for my own part, I think the danger of rupture during subsequent labour has been exaggerated., It is really very small.
